ABSTRACT
diarrhea, or weight loss. She had normal menstrual cycles. Patient was a known case of noninsulin-dependent diabetes mellitus (NIDDM) and was on oral hypoglycemic agents. She had no family history of infectious or genetic diseases or any cancers.
She had an average economical background, was fairly built and nourished with no pallor, icterus, clubbing, lymph node enlargement, or pyrexia.
Abdomen was nontender on palpation with stretched out transverse umbilicus. Fluid thrill and shifting dullness were present with no hepatosplenomegaly. Bowel sounds were normal. There was a dull percussion note and decreased air entry on the right lower lung field. The rest of the respi ratory examination was normal with respiratory rate of 16 per minute. Gynecological examination results were insignificant.
There was blunting of right costophrenic angle on chest X-ray. Abdominal X-ray was normal. On ultrasound, rightsided mild pleural effusion, mild to moderate ascites, and mild splenomegaly were noted. Right ovary had a 3 × 3 cm sized cystic lesion with moving internal echoes and solid component with no internal vascularity, suggesting complex right ovarian cyst. Bowel loops appeared normal.
Laboratory work up indicated mild anemia (Hb: 9.5 gm/dl) with normal total and differential leukocyte count and mild thrombocytosis (594000/mm 3 This case was referred to the gynecology unit on suspicion of Meig's syndrome in view of ovarian mass, ascites, and right-sided pleural effusion. However, ovarian involvement in this syndrome consists of a solid tumor unlike our case. In view of her symptoms, duration of illness, a negative jsafoms UPT, raised CA125 and ultrasound findings, a differential diagnosis was made which included cystadenocarcinoma of the ovary and abdominal tuberculosis. Because of the inconclusive diagnosis exploratory laparotomy was planned.
Operative findings included an omental umbrella studded with approximately 2 to 3 mm sized tubercles. Approximately, 3 × 3 cm sized right ovarian cyst was seen which aspirated. Cyst wall was excised and sent for histopathological examination along with omental biopsy. Also, 1000 cc of ascitic fluid was drained. Multiple tubercles were seen over the surface of intestine, uterus, and adnexa (Fig. 1) .
Histopathological diagnosis came out to be omental miliary tuberculosis and hemorrhagic ovarian cyst. Patient was put on anti-Kochs treatment (AKT) with intensive phase of 2 months on isoniazid, rifampicin, pyrazinamide, ethambutol (HRZE) followed by continua tion phase of 4 months of isoniazid and rifampicin (HR). After 2 weeks, her ascites and pleural effusion were resolved.
DISCUSSION
Mycobacterium tuberculosis affects around 30% of world's population. In 2010, tuberculosis accounted for 8.8 million new cases and was responsible for 1.45 million deaths, with a majority of cases in developing countries. About 80% people in Asian and African countries have tested positive in tuberculin test. Tuberculosis is the most common cause of mortality in women of reproductive age (World Health Organization). Peritoneal tuberculosis accounts for 4% cases of extrapulmonary tuberculosis. 1 Its wet form presents with ascites and often has a clinical picture similar to ovarian or primary peritoneal carcinoma. Hence, it is misdiagnosed and the patient is subjected to unnecessary and extended surgery. All investigations for diagnosing peritoneal tuberculosis have proven to be inconclusive. Only histopathologic investigation is confirmatory. 1 Microbial agent can be isolated from ascitic fluid in <50% cases. 2 The tuberculin test has only 55% sensitivity and 80% specificity, and is positive in only 40 to 85% of patients and thus, does not contribute to the diagnosis. 
